Perianal abscesses are common and they usually respond to simple surgical measuresI . When they are reluctant to heal an underlying cause should be suspected. We report a patient with a persistently discharging perianal sinus which was due to infection in a benign sacrococcygeal teratoma. Such congenital anomalies should be included in the differential diagnosis of this type of problem.
Case report
A previously fit 31-year-old engineer was referred with a I2-month history of purulent discharge from a postanal sinus. There was no history of bowel disturbance or trauma. The discharge had persisted despite two attempts at surgical drainage under general anaesthesia. A provisional diagnosis offistula-in-ano had been made, although no obvious internal opening was demonstrated. Closer questioning of the patient and his parents revealed that since birth a small cystic mass had been present at the site.
On examination he was generally well, with no evidence of inflammatory bowel disease or diabetes mellitus. The only abnormal physical finding was the sinus 5 cm posterior to the anus and slightly to the right ofthe midline. It admitted a probe to 2 cm but no communication was demonstrated with the anorectum. Sigmoidoscopy and sacral X-rays were normal. Radical excision of the sinus was performed under general anaesthesia. A thick, inflamed track was found arising from a small cyst on the anterior aspect of the coccyx. The rectum was not involved. The tract, cyst and coccyx were together excised and the resulting cavity left open. The wound healed soundly over the ensuing six months. 0141·0768/87/ 040251-02/$02.00/0 iCl1987 The Royal Society of Medicine a sinus tract 2 cm in length. Adjacent and just superficial to the bony fragments was a 1 cm cyst containing cream mucoid material.
Histological examination showed both specimens to be parts of a benign sacrococcygeal teratoma. The sinus tract was lined partly by keratinizing stratified squamous epithelium and partly by pseudo-stratified ciliated respiratory epithelium, complete with underlying seromucinous glands and nodules of cartilage ( Figure 1 ). The cyst was lined by various epithelia, including Mullerian and respiratory type. A focus of tall columnar mucin-secreting intestinal epithelium was also noted ( Figure 2 ). All tissues identified were mature with no evidence of malignancy, and excision appeared complete.
Discussion
The complex embryological development of the sacral area renders it susceptible to congenital malformations. Sacrococcygeal teratomas are solidcystic structures which may contain all three germinal layers. These are usually well encapsulated and may occur either pre-or postsacrally. Rarely do they undergo sarcomatous change. Most present in the neonatal period but some persist undiagnosed into adult life 2 • In the present case a chronic abscess cavity developed and radical excision was necessary. Although persistence of discharge from a perianal sinus is usually due to inadequate primary surgery, underlying inflammatory bowel disease, malignancy or persisting foreign material, developmental abnormalities ofthe perineum should also be considered. Meigs' syndromeI is characterized by the presence of a benign ovarian tumour, usually a fibroma, associated with ascites and/or a pleural effusion. A sine qua non of the syndrome is the disappearance of the effusion and ascites after resection of the ovarian tumour. The clinical interest in this quite rare syndrome is obviously related to the fact that it may be confused with a malignant ovarian neoplasm, carcinomatosis peritoneii or a malignant pleural effusion. A clinically similar association of uterine fibromata with ascites and a pleural effusion was described by Salmon in 1934 2 , and has subsequently been referred to as either pseudo-Meigs' syndrome or atypical Meigs' syndrome. We report two recent relevant cases.
Case reports
Case 1: A 20-year-old woman was admitted to a general surgical ward with acute, severe, epigastric pain and rectal bleeding. In the previous two months she had noticed alteration in bowel habit, abdominal distension, dysuria and frequency. She also com-plained of malaise associated with weight loss during the same period.
Examination revealed generalized abdominal tenderness but no guarding or rebound. She had clinically obvious ascites and a huge, irregular mass arising from the pelvis. She also had bilateral pleural effusions confirmed by chest X-ray.
Proctoscopy showed a congested rectal mucosa to 12 em, beyond which it was impossible to pass the proctoscope. At laparotomy multiple massive uterine fibroids were found. Both ovaries were normal. Apart from 31itres of ascitic fluid no other pathology was present. Following in-theatre consultation with a gynaecologist, a total hysterectomy was performed. The patient had an uneventful postoperative recovery with resolution of the bilateral pleural effusions in one week.
. The specimen weighed 4.5 kg and histology showed massive benign uterine fibromyomata.
Case 2: A 60-year-old woman presented with a history of acute onset of pain in the right loin, right lower abdomen and right lower thoracic region. An initial episode of this pain 10days prior to her admission had resolved spontaneously, but her presenting episode had lasted three days. She also complained of a non-productive cough and dyspnoea on moderate exertion. Examination revealed a large mobile mass occupying the centre of the abdomen and an extensive right-sided pleural effusion. No other abnormality was found.
Investigations included full blood count, SMA and electrocardiogram, which were normal. Chest X-ray revealed an extensive right-sided pleural effusion. Bronchoscopy was undertaken at this stage, during which bronchial biopsy was performed; this and a pleural biopsy were both non-contributory. Thora-
